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000 INITIAL COMMENTS H 000
. A annual licensure survey was conducted at
! your agency on January 19, 2011 through
. January 20, 2011, © determine compliance with
| Titke 22 DCMR, Chapter 39 (Home Care
- Agencies Reguiations). The findings of the pariment of Health
Isuwaywergbasedonamdomsamplodmn Heaith Reguletion & Licensing Admini=t-ation
' (7) aciive clinical records and one {1 ) discharge Intermediste Cere Faciities Divisicn
ciinical record based on a census of eighteen 806 North Capitot S, N.E.
 (18) patients, seven (7} persannel files based on Washington, ©.C, 20002
: @ census of ten{10) empioyses, and three (3)
home visits. The deficiencies cited during this
| survey were based on interviews conducted with ,_
| agency staff and review of clinical and :
administrative records and abearvations.
H 148 3907.2(d) PERSONNEL H 148
{ Each home care agency shall maintsin accurate
* parsonnel necords, which shall include ths What correctiva sction(s) will he
following information: accomplished to address tha Identified
| {d) Documentation of eurmsnt CPR certification, i . daficlent practics;
required;
: CPR certification is required on all clinical staff
' This Statute ig not met as avidenced by participating in direct patient care. Director is
Sasad on staff interview and.record review, the provided proof of certification upan hire and
' Home Cam Agency (HCA) falled to ensure that a ongoing 35 re-certification becomes due. 2/8/2011
airrent Cardio Pulmonary Resuscitation (CPR)
 cortification was completad and recarded in the What measures will be put Into place ar what
. parsonne! record of each staff as required by this systemic changes yau wilt make to ansure
| saction. that the deficlent practice does not recur;
; The finding includes; . Director will keep 3 competency tracking log
| with all licensure and certifications entered in
. Review of Staft #4 ' s personnel record on order to notify emplayees of impending
;1 g;%fZUﬂ at z‘noo%ﬂﬁ“h, rgveaiad there was NG expirations. | 2/8/2011
Continued on next page
el ReQUIation AAMINTRIaticn N W YS, ) &
LABORATQRY DIRECTOR'S OR SROMOER/SUPPLIER REPRESENTA MVE'S SIGRATURE 2-8.-2011
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PRINTED: 0172072011
FORM APPROVED

Heaith Requlation Admigistration

STATEMENYT OF DEFICIENCIES {21} PROVIDERASUPPUERACLIA
AND PLAN OF CORREC NON [DENTIFICATIGN NUMBER;

HCA0032

{%2) MULTIPLE CONSTRUCTION

A BUILDING
8, WiNG

(X3} DATE SURVEY
COMPLETER

g1/20/20114

NAME OF PROVIDER OR SUPPLEN
ALERE WOMEN'S AND CHILOREN'S HEALTH |

JTIEET ADDRESS. ITY, STATE, 2P CODE .
501 PENNSYLVANIA AVENUE, NW, SOUTH BLDG SUITE
WASHINGTON, DC 20006

BUMMARY STATEMENT OF DEFCIENCIES
(EACH DEFICIENGY MUST BE PRECEDED Y FULL
AEGULATORY OR LIC IDENTIFYING INFORMATION)

Xy D
PREFIX
TAG

10
PREFX
TAQG

FROVIDER'S PLAN OF CORRECTION I
{EACH TIVE SHOULD BE :

CORRELCTIVE ACTION
CAOSS AEFENENCED TO THE APPROPRIATE DATE
BERCIENGY)

H 148 Continued From paga 1

" Intarview with the facility ' s Director and Mome
Carw Diractor (HCD) on the same day at 4:33p
confirmed a copy of the CPR certification was nat
on fils for this staft. Both fhe Director and the
HC D agreed to fax 2 copy of the CPR cartification
1o this survey leam before the close of survey on
1/2072011.

- The faciiity failed to ensura accuraie
- docymentaton of ad staft’ 3 CPR certification

i statys as required by this section,

H 150 3907.2(N PERSONNEL

I Each home care agency shall maintain sccurate
personnat racords, which shall include the
following informatian:

. () Verification of previcus employment;

This Statuts is not mat as avidenced by.
Based on staff interview and record review, the
Home Care Agency (HCA) fadad to shsure that
- the previous employment verification for ai staff
i was compiuted snd recorded in the perscnnel
. record of each staff as required Dy this section.

The finding includes:

Review of Staif #1 and #3 " 3 personnel record on
;111972011 gt 331 p.m. réveaiad there was no

| pra-smployment verification on fils.

|

Interview with the facility s Direcior and Home
Care Diractor (HCD) on the same day at 4:35p
. confirmed a copy of the pre-empioyment
. varification was not on Mg for these atalf. Both

* the Director and the HCD agreed to fax a copy of
' the ampioyrent verification [ this survey leam

H 148

H 150

How the corrective actionis) will be
monitorad to ensurs the deficlant practice
will nat recur, L.e., what quaiity assurance
program wilk ba Implemented:
Competancy tracking log will be reviewed at
the beginning of each manth it order 1o he
able ta notify employees of impending
explrations. The CPR card for this employee
was produced before the end of the survey.

2/8/2011

See exhibit 1 ﬂ

Please see the next page for carrective actions '

on Personnel Sectlon 3907.2 (f and i)
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H 150 Continuad From page 2 P H150 ] ynae corrective action(s) wik be accomplished '
" bafors the close of survey on /2072011, i 1o address the identifled deficient practice;
The facility failed to ensura accursie i Criminal background checks and verificatian of i
. mmmﬂ?"" of al:::ﬂ‘ ’m&n previous empioyment are campleted on all new
empicyment as required by ) employees. Historically a summary of results
. 153 was provided to the DC site with the original ;
H 153 3907.2(i) PERSONNEL " resuits maintained at the corporate office.
Each home care agency shalt maintain accurate Moving forward, coples of complate resuits will
parsonnel records, which shall incude the be piaced in il personne records,
following informaton: 2/8/2011
" (i) Documentsation of any required ariminal What measures will be put into place or what
background check; systemie chenges you will make to ensure that
the deficient practica does not recur;
This Statute is not met as evidenced by. Results of the Criminal Background check and
Based an staft '"”M%ﬁamog :'::;' ‘;:1:' verification of previgus employment will be
thHOMl"C:: wl Iru(l nd s'):m ening for ali stalf placed in the personel record in DC rather than
wa.lc:omplohd ngd recorded in the personnel being maintainéd at the corporate office, /8/2011
‘ ; saction 2 0
 ecord of edch staff as required by this How the correctiva action(s) will be monltored
! . . to ensurs tha deficient practica will not recur
ncludes: s
The finding ¢ f.u., what guality assurance program will be
_Review of Staff #1 ‘ 3 parsonnel record on implemanted;
. ;:;?f\::: :;:“pp'mmm ﬂmmﬁg‘g‘m"' : n'hfll‘;. The Diractor will obtain a copy of the Criminal
Background Chack and verification of previous
Intarview with the facility * 8 Director and Home empioyment completed on all new employees.
Care Diractor (HCD) on the same day at 4.38p Copies of the complete reports will be
conflrmed a copy of the criminal background maintained in the employee file in DC. This
scrmening was not on file for this stafl. Som the requirement has been added to the checkiist
Director and the HCO indicated the resuils Df rompleted for esch new employee. Compliance
these screenings are kept in the main cfice “:a: will be monitored by cheeking 100% of
. Sattimore. M.Iml - Th: Director am;;m personnel records quarterly. The requested
iao the sﬁ' oy team ba?:rc :m of survey on checks were produced to the survey team
q am,?ﬂ ‘ before the end of the survey. |
i ' Zj 8/ 2011
Heaih Ieguistion AT instaion
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: Tha facility failed in ensure the criminal ! ]
: background checks for all staff were completed
- and recorded as raquired by this Section.
H 366 3914.4 PATIENT PLAN OF CARE H 368
. ) i What correctiva action(s) will be
Each pian of care shall be approved and signed accamplished to address the identifled
by @ phyaician within thity (30) days of the stant deficlent practice;
. of care; provided, hawcyar.mtawndmfor
: parsonal c;: :::M w:,m only may be Alere will request the referring physician to
approved an advancad practice Ign the POC i
. renisiard nurse. ff a pian of care 1 ini o sign the POC at the time of referral, 2/842011
! by 4 telep he bated order What measures will be put into place ar
' ‘shmallubcd ; " hot 'Ma order ; to wﬂlim!ngp and 1t what systemic changes you will make to
shall be signed ‘by‘ l !1110, : within ihl rty (30) enzure that the deficlent practice does not
' days. physiclan recur;
At the time of referral, the referral source will
This Statute is not met as evidenced Dy: be infarmed that Alere will fax the POC for
. Based on record review and ir]miew. it was signature. In instances where the referring
| determined that the agency failed tD ensure the physician Is nat able to sign the POC at the
 Plan of Care (POC) for one (1) of eight(d) time of the referral, every attempt will be
_ m:’: m w dﬁﬁ%ﬁhﬁm made 1o obtain the signature within 20 days
L %7 ye of the referral, All orders not signed within 20
days wili be hand delivered to the physician
by Alere staff.
. The finding includes: 2/8/2011
. On January 19, 2010, a record review of patnt How the corrective actian(s) wiit be
¥T's recond at approximately 12:28 p.m. revealed monitored to ensure the deficient practics
a POC with cartification period of December 10, wiil not recur, i.¢., what quality assurance
; 2010 through June 21, 2010 in which the program wiil be Implementsd;
i physician ordered Nursing Visit and PRN |
Supervision: Instryct patient per protocol on DMS We have implemented a quaiity
200. Seif Blood Glucose and Ketone Monitoring, improvement initlative whereby all orders
. and Nutriion Reguirements. will be tracked to insure signature within 30
days of receipt of order, 8
There was no documented avidencs of a 2/8/2011
_ physician approval or signative within thity
fasith Regulation ASrration -
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H388 Continued From page 4 i 366
. {30)days of the start of care.
| During a face to face intervigw with the District of
* Columbia Home Care Director and the Clinical
_ Director for Baltimore on Janusry 18, 2010 at |
. approximately 4:05 p.m., the finding was :
: acknowledged.
t
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